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Welcometo CJTH Inpatient Services

Welcome to the Inpatient Services Flighor some of youthis is your

first time working inpatient. This book is meant to help acclimate you to
GKS FE22NJIyR ac220 {G2YLE 2y a&az2y
it comes to working in a ward.

HowtoMapY2 dzNJ & %¢ 5 NA @S
Inthe eventyou are id Y I LILIS R diive, usingh$ sedréhbar
in the lower left side of the screedi @ LIS a0 KA & O2 YLJzi St
AO2y 2y GKS G2L) 2F GKS &SI NOK L2L
Fd GKS (2L 2F GKS LRL) dls GKSy Of
the drop down. Anther screen will pop up with a drop down that has
letters and a text bar. Make sure you select theeMJ & ¢ Ay @K
down andtype *without brackets* {\BRMA7AFGNO2dhen click
finish. You should nowbe mafR 2 GKS Ga%¢ RNAGBSD

How to Map Printer
¢2 YILI GKS YIFAY LINAY(GSN AbdraiitieS L/
bottom left corner of the screenyl (i K S LJ2 WLOdAJ. 16L& LIS &
andpresSY G SN b2g R2dzmf S Of A Gl @K/A AKC
will map you to that printer.

¢2 YILI GKS YIFAY LINAYGSNI Ay (GKS L/
02002Y fSFG O2NYySNI 2F 1KS0046D.BE Sy @
FyR LINSaa SYydSNX®» b2g¢g R2dzof S Of A0
will map you to that printer.

Locating=orms
All the forms for the ICVeind IClaret 2 OF 1 SR 2y GKS & %é
the forms first clickon the folder at the bttom of the screen, then
locatel KS & %¢ RNAGS 29NBEY da8RENIARRS
9a5DXa 01 2y anpp 9as5D ! [[ ¢ OJHEG f
Forms¢ G KSy Of WA 20/GdzNNS yOi cEBICWwE & S
ICU Here you should fohall the forms needed for the IC@ ICU
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AFForm3914(ICW Flowsheet)
The main form being used by the techniciarthe ICWwill be the AF
Form 3914 flow sheet. The next section should help you familiarize
82dzNBSETF SAGK GKS F2N¥Y | f 2andhow A (i K
to set up a new form for the next shift.

AFForm3914(ICW FlowsheeBage 1

The first page of the®L4 is where the patief® DX, ategory, date,
identifying sticker, and IV information is located. The @&¥gory and
date are on the lower left corner of the page. Refer to the category
chart below to determine the appropriate number for the patient:

American Forces/Coalition Forces

AfghanForces: ANA/ANP/Charlie Guardians (CG)

| AGAT ALY [ 2yGNI OG2NEKCSRS
Local Nationals

Enemy ©®PeaceDetainees

6 Tourists

QR IWIN|F

Located in the upper right corner of the page is the patient IV
information, which consists of the IV site number, the date the IV was
placed, the location of the IV (i.eft forearm, right ac etc.the gauge

of the catheter the time you checked the Ifasually at the beginning of
yourshiftyl y R G KS I OGA@GAGE 2F GKS Lz=Z
etc. There is a chart below the IV section that shows the correct codes
to use for documentation of the 1V activity.

The left side of the fronpage is based on the activity of daily living

G!' 5§ QAaKAOK A& olFaSR 2y GKS LI GASY
LINE A RSN DSiG 6AGK @2dz2NJ ydzNBS (2
documented, along with checking if the patient has any allergies, has
GKS O2NNBOG LI GASYy(d ARSHEGThEmiddg I 0
section of the front page also includes treatments and equipment used

by the patient. Initial next to the applicable tx/equip. If you are unsure
what should be acknowledged, get wigbur nurse and review the

orders.
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AF Form 3914CW Flowsheet)

Page 1

MEDICAL SURGICAL NURSING CARE FLOWSHEET

Page |6

(This Form Statement of 1974 - Use Blenket PAS - DO Form 2005)
Up Ad DAYS | NGHTS AR DEVICE ACTIVITIES
Complate SR TRACH CARE X siTe # | DaTE OF inseRTION | STE # |0ATE OF nsERTIoN
SRUSP B‘ B AIRWAY SUCTION
o ASeT N.G. TUBE CARE LOCATION: LOCATION:
- 0O DOJe___ |osvomr cane DewiCE: otvice:
CHAIR 2 A iih  poon | FOLEY care T TIME:
O OO O] wearaccane ASTIVTY: ACTIVITY:
5’ AgneT PERI CARE CONDITION CONDITION:
= =55 T™E: TIME:
AMSUCATE Ll MAXIMIST TxQ___ hr, ACTIWITY: ACTIVITY:
TOLERANCE: chesT CONDITION CONDITION:
THERAPY & ___Iv. TME: TIME:
D, D,,, =] %2__Lve ACTIVITY; ACTIVITY:
TUAN q 2 ve B ’ AOM X CONDITION: CONDITION: ol
SOE NAILS UP & X2 X3 x4 CONTROLLER: CONTROULEN:
v EQUIPMENT DAYS | NiGHTS | SITE # | DATE OF WSEATIN | STE # | DATE OF INSEATIN
CALL BELL IN
Ll T o MATTRESS LOCATION: LOCATION:
RESTRAWTS | WISTR L |wusta ] [ |sPeciacsen DEWCE: oEvIct:
ANKLE R v amesr 0 Cfxeac o TNE: T
E ot TR bt W’:lc ACTIVITY: | acmary: =
e CEWICE CONDITION: CONDITION:
s BSC SELF___ASSIST___ TIME: T
ALLERGY INCENTIVE SPAOMETIA ACTIVITY- ACTMITY:
sacd HIGHFNE TGLET SEAT. CONDITION: CONDITION:
o BN CAUTCHES TIME: TineE:
CIRCLE ONE: H “ﬁ ‘°ﬁ B “ﬁ '°ﬁ WALKER == ACTIVITY; ACTIITY:
R E:m REFU! EARED  REFU WHEELCHAR CONDITION:
v = Y Tor, OVIRKEAD FRAME CONTROLLER: CONTROLLER:
WO care E 58 oﬁ B ‘E £ [Frareze ACTIVITY CODES
AR E AOH roa H AiE toirﬁ TRACTION " . m"‘ TETA— e m«-nu‘o.m
PHILLY COLLAR 1 - irnravascuier Device Ditesouirund lessss
E BRACE 55 | Sekre Lok Staved Tiravascia: Deven
> [ unen cranse | x x HALO ! PIN CARE o[ T Bam] O | Caenuad - et
= CAST sC1 |- owioe Lock Tomarind ['igp 1. sectm Site Protocol
CANE SA | Sae Amsereed TC | Tubeg Charged
CPMM__a___he SC | SeeCare SITE STATUS CODES
TELEMETRY # CONTROLLER CHl B~
TELEPADS CHANGE I |- imed Pume R |- A
0 |- Dilerow t | iestumes
SKIN INTEGRITY. A |- Asserdigs. LA =
NOAMAL ASSESSMENT / SN INTACT [ o B s £ _E-Pulestls Cond> 2o
P gt ' DIAGRAMIMING CODE
LIST / DESCRIBE / INDICATE SITE OF ANY WISIBLE INJURIES
: : :::“" AND / OR DECUBITUS fnckuing sire and gvodel
l > € = Comusion / Bruise
p D = Drsning weurd
aarrou 3
O E- ::um
L = Lacerston
U = Dacubitus Uicar
Patient DX INITIALS DAYS | nanrs | PATIENT IDENTIFICATION
P.OD: NURSE . .
cancons Patient Category een Patient Sticker
DATE:
e
AF FORM 3914, MAY 95 PAGE 1 OF 4 PAGES
BED# VITALS DIET. ADMIT TIME



AF Form 3914CW Flowsheet)

Page 2
The second page is arguably the most important page oA#914,
thely Qa WwYR W IS anihedéelt side ohi@ pagedihe
patients i Qa 6 theRifibe ordllK $a NG tubefsbhoff, vaious
flushes and line flushes (i.#Pflush, pigtail flush, NG flusbktc.) or
intravenously. When documenting oral intake (the furthest left column
labeledoral) ensureli K I (1 & 2ideftMdtheRirdeGhe patient
intakes the substance, what the substance is (H20, Gatorade, Juice etc.)
and the amount consumedobhoff and NG feeds are also documented
in this section. Document your Jevity amount when clearing the
Kangaroo pumpRefer topage #85-36 for how to set up and clear feed
pumps.

Intake
The next column is for livitake. This is whergou will document the
time the solution is startedthe site that thesolution is runningnto, the
rate it is runningat, what the solution igi.e. normal saline LR,KCL.and
antibiotics) and how much was absorbed when you clear the pump.
al 1S adNB (dKIG &82dz NBO2NR &aLISOATA
unsure what is runningcord dzf i & 2 dzNJ y dzNBKIAR watiNJ (i K ¢
the assistance of the nurs®VK Sy & 2 dzZQNB Oehsbre tiat y 3 |
you check both the primary and secondary settinglt@ument
everything that wasnfused.Refer to page 83 for how to set and clear
pumps.
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AFForm3914(ICW FlowsheeBage 2

Intake

AF FORM 3914, MAY 95

Page |8

e = —
INTAKE FLUID INTAKE / OUTPUT DATA @ OUTPUT
ORAL INTRAVENOUS.
SITE AMOUNT AMOUNT WTAKE ouTPUT
TME| TYPE |AMOUNT | TiMe | ZUF | inFusions |mare| SROT | SERREE | TERCENL e | umine oty
§
g
8 HA TOTAL
g
g
8 HR TOTAL | |
P S
8 HR TOTAL
26 HR
TOTAL
DALY WEIGHT PREVIOUS 24°TOTALS: | TOTAL TOTAL PATIENT
A V I P INTAKE: ouTPUT BALANCE
MOMEL o | owm— Clves O u | Nooa— [m]
i ] NO YE
T MOVEMENTS Oeschme STORs T orscBE STOoL:
DIET: ACCU-CHEK q HOUR TUBE FEEDING RESIDUAL N.0. TUBE
AL sz <12 0 Time | Rewar [ 000 | ASPIRATE ph
[ Y o [ v Y e a HOURS
BALAKFAST TIvE -
ALL »12 <12 L] B R DAYS NOHTS
z|l0O O
B sk me At Time AMT
E ALL >z <2 o
a = —— e
SUPPER_
BELF ASSIST Lo ey
o | ks
—
PAGE 2 OF 4 PAGES




Output
hy (G4KS NRAIKG aARS 2F GKS aSO2yR L
be documented. Notice on the form there is a place for time and urine
but also several blank spaces. The blanks are there so dnaihsther
outputs can be added to the page. (i.e. JP drains, NG tube to suction,
chest tubes, woud vacs, bowel movements, emesi$;.) *Honestly,
anything that comes out of the patient needs to be accounted for in
someway* { A YA f I NJ (i Aved sQai far timekaSd amaddt. K
Make sure you document what the fluid was in the correctly labeled
column along with the timef a patient has a foley and the output is
R20dzYSYydSR dzyRSNJ 4 KS &) NAyS¢ O2f d:
If the foleyisth¢%Y Rk OQRX 1 6St | y2G3KSNJ O2f
spontaneousaurine under the newly labeled column.

In the event your patient has a wound vac or NG to suction, ehecu
how much is put out each time you check on the pati@md then mark
on the canister irsome way. You can usgparmanent marker on
piece of tape to rark how much was put out. Writidne time you
documentedthe output on the chart andhe canisterso the nexishift
knows where to start measurin§lot doing so can affect your patie®
health or make then go through unnecessary procedures due to
inaccurate output charting.

Transcribing for the nextdayQa 3 h Qa
Chart change over happens@i00 every daywhich is where you start
a new sheet for your patients. This includes the fisgg being
transcribed on the new sheet, such as IV agtimite patients DX,
categoryandanewstickeE2 NJ LQ&a 9 hQa G4KS G2dal
entire day. The oral intake has its own total as does IV intake. The totals
of both intakes are thenataled and put on the new sheeear the
bottomoftheg 3S f+F 6Sf SR & (ThBank prolzdss Hn ¢ 3
should be done with the outputs; the totals are added up and put in the
outpui 062 E dzy RS NJ & tif bl gathet tizs a bowel ¢ 2 (0 | f
movementitA & dzidzl f f & R2O0dzYSyid | & GEmME
labeled.
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AF Form 3914CW FlowsheeBage 2
Output

S— — —
INTAKE FLUID INTAKE / OUTPUT DATA RECPRD OUTPUT
ORAL INTRS
SE avount | Amount | wraxs ouTRuT
e | Type | amounT [Time | STF | inFusions [mare| SOUE | ROSNT | WTAXE B v | uaine <ty
§
g
8 HR TOTAL
§ | b
g
8 HR TOTAL
g
~ Bl
8 HR TOTAL
24 HA
TOTAL
DAILY WEIGHT PREVIOUS 24°TOTALS: | TOTAL TOTAL PATIENT
e W o Larae INTAXE: ouTPUT BALANCE
BOWEL um—nm (] -m—g O
ouTRuT: MOVEMENTS Ovschme STETRs T Drscrne STOa:
OIET: ACCU-CHEK q HOUR TUBE FEEDING RESIDUAL oo
ALL sz < 0 Time | Rawt [0 | ASPIRATE ph
[m| m} bz @ Woums
BNLAKFAST TINE -
ALL >12 <2 o H i DAYS NIOGHTS
z |0 | o |
e LUNCH Time AT TiveE AMY
E ALL >\ <2 o
SUPPER_ = =
BELF ASSIST oy
] a ] e
d
AF FORM 3914, MAY 95 PAGE 2 OF 4 PAGES
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Vitals
The table at the top of théhird page is for vital signsPretty self-
explanatoryhereD2 A G G0 GKS O2NNBOG GAYS
vitals!! That can hurt your patient!". ¥ (i K S vitakk areho8t yfli Q &
range make sure you tell your nurse AS#HE document in the same
vitals linell K & GKS ydz2NBS 6l a y20AFASR ¢

Ay | aSO0A2y GiJeethe chad helow form@ af vady dza S
vitals:

Temp>101.5 Heart Rate <60/>12(

Resp <10/>25 SBP<90/>160

UOP <30ml/hr Sa02 <92%

Neurologicahnd Neurovasculah@cks
Neurological Chedare performed for patients that need an
assessmendn their level of consciousness (LOTould be due to a
traumatic brain injury (TBH or postsurgery anesthesia care. The
section to the bottom left of the page under the vitals section is for
neurological checks. This consists of the Glascow Coma Scale (GCS),
reflex assessmenlimb movemers (for awake patients) and pupi
activity.*Ify2 dzNJ LI G ASy i KIF & 'y Aya2daNBR §
your patient move it, this may cause them to furthenjure themselves
and causeunnecessary pain to the limb.The ranges for each section
of the neurological check are dhe left side of the pagef you need
more clarification or assistance with the neurological checks consult
your nurse*If your patient is Afghanand does not understand what
you@e asking them to do, please use the tralator. Do not incorrectly
document onthe patient due to a mscommunication.*

Neurovascular checks are usually needed for patients that have recently
had surgeryand you need to assess their level of sensatiapvement,
color, temp, pulses and cap refill in the affectadb(s). Verify with your
nurse what limb(sare to be assessedhe Nerrovasc section is at the
bottom right of the page and the assessmeahges are to the right of

the Neurowasc section. If you need help performing your chedksult

your nurse.
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*USE COMMON SENSE WHEN PERRIRYOUR CHECKERFIY IF
YOURPATIENT NEEDS NEUROLOGICAL OR NERUOVASEUKSR CH
AND PERFORM THE CORRESSESSMENT ON YOUR PATIENT!!*

AFForm3914(ICW FlowsheeBage 3

FREQUENT/POST-PROCEDURE VITAL SIGNS
' = CIRCULATION
PAN SEDATION | PERIPHERAL siTe/ PuLSE
i ¥ o ” » scau scaLr puisse | eSmion oREssnG Accucmca ox
PAIN SCALE SEDATION SCALE
0 = No pain S = Slesp
2 = Mild pain 1 = Awake and slort
4 = Moderate pain 2 = Occasionally drowsy, easy to arouse
6 = Severe pain 3 = Frequently drowsy, arousable
8 = Very severe pain drifts off to sleep during conversations
10 = Worst possible pain 4= minimel or no to stimuli
PERIPHERAL PULSES
0 = Absent A = No . pain, edeme
+1 = Diminished B = Painful
+2 = Normal C = Erytheme
+3 = Strong D = Swelling/edema
+4 = Bounding E = No dreinage
F = Serous drainege
G = Bloody drainage
NEUROLOGICAL AR T
TIME oz [ox e Joa [0 vz 14| ve e [0 22 |2« TME__[02] 040808 101214161620 22 74
X fyes ioseg | EXtromity (R Arm)
A |ore 1o Spmach Wy oweting | oo e
s |oom  [rosen 2 c — -
c i Cotm W = wam
o s Pdssa00.
w et | Contuead indoteash [cema |Cotor:
Vowu  [inepron. wonse S | Movemeni P gt
g Respones [incompratenaiie | 2 Sanasion P esee
" Nane Extromity (L Arm)
|coo e
A | Otmeys command o Tero 8= >3 sec
(et Recod. Cvter -
s fraxion withasow Cop Rt -
€ Mot | rion atmormet hiboudll] PO
A HePoae | e naion pain | conme
L | o Moverent sy
s TOTAL Gumete W = waak
REFLEXES Cough I mo | Extromity (R Log) o
Us-R & - Sigu | Tero o
ek o w— Cator. * wpresent
Oors tyee Cophoim - e
Unte Nomal Vower Ptsas Do,
Move: R [P ocond R L | Eomna =R
m—t Covers Waskraas sepamaty | Movemant (FE—y
St Awaka — 1 handdd Sensanon W -t
p [S—p—
5 | v weskres twomcm | EXtremity (L Leg)
Sovers Weskrmas Tevep P
TS b R
o o Ceter o,
R Reaction Cop Meta T - tngng
o' . | o [ Moty
o, oW, Edema oy
sre oo
¢ @ = Sl =

AF FORM 3914, MAY 95 PAGE 3 OF 4 PAGES

*Page 4 is not usednless TC2GUI is down.i¢tonly used by thewrse*
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Patient Care DailgecordICU Flowsheet)
The main form being used by the techniciarthe ICUwill be the CJTH
ICU Patient Care Daily Record. The next section should help you
FIYAEAFNRT S 82d2NBRSE T ¢gA0GK GKS F2N
hQa¢ I yR K2awfoingforthSnextdayd |y

Patient Car®aily RecordCU Flowsheet)
Page 1

¢KS FTANBRG LI3IAS 2F GKS 51 Afe wSO2N
identifying sticker, vascular checks, neuro checks, IV, incisions, wounds
drains,and tubes information is located.

Located on the top of the form is the patient identifgi sticker, date
and DX. du willthen see vascular checks and neuro cheXten
times, this is done by the nurses.

For theactivities, you will check mark theohr box when each activitig
completed(i. e. oral care, bath, pericare)

Towads the bottom of the page is whet¥'s and other lines the patient
may haveas documented Youwill fill out the type of line (ie. IV, central
line, arterial line)the locaton of the line (i.e.dft forearm, right ACleft

1J, subclavian, right radial etcandthe date of the dressing. Under this
is where we document incisions, wounds, and tubes. You will write the
location, dressing datend any comments. On the patiediagram you
will mark in where all lines, incisions, wounead tubes are placed.

Page |13



Patient Care Daily Recdi@U Flowsheet)
Page 1

Patiant Label Today's Date FrWeight DX/Injuries Allergias
PATIENT LABEL DATE | ome | DIAGNOSIS

e 1 L O A T 20 L= TR V2 P N G O P P o o 0 O

Flilses

P3in Score
RASS
leam (+/-)

Eyes Open

Besr Varhs!
Best Motor
GLS Score
[$pens rabiliced
|Pupil size R/L

[Pl RXN R ) B

i
Trach Care
IS/CPT
[nGr06 Fiuen
vt cmre auh
HOB > 30*
Faley care
aath
Cliair
Turn q2h

Hearo necisq___

Actvites

restrainsicms

Feits frotocol

*Soldier's Journal Iniiated?Yas/NA *Cont'd need for CL discussed w/MD?Ves/NA/See Note I

I

ETT# @®_____cmatlip/taeth *C-Spine Clearance Form: VEs/N/\'DWProEnzlnxis: Yes / NA *Gi Frophylaxis Y/NA *|

TYPROCHoR | ITTEDRtE | Gressing Date ) [ ——
T0GIVRAC | 3710718
[R SUBCLAVIAN| 3/8/18

s

\ocation Drascin Gommants:

menorany rw et

urse/Enitials: Hours:
urse/toitials: Hours:
lad Tech/initinis: _ Hours:
ied Tech/Initials: . Hours:
CITH ICU Patient Care Datly Record AUG 13 Pages 1/4

Neurological Checks are performed for patients that need an

assessment on their level of consciousness (FO@)Id be due to a

traumatic brain injury (TBI)%or postsurgery anesthesia care. The

section to the bottom left of the page under the vitals section is for
neurological checks. This consists of @lascow Coma Scale (GCS),

reflex assessmentimb movemers (for awake patients) and pup

activity.f LT @2dzNJ LI GASYd KFa 'y AyaedzNE
your patient move it, this may cause them to further injure themselves
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and cause unnecessary pain to the limblhe ranges for each section

of the neurdogical check are othe left side of the page. If you need

more clarification or assistance with the neurological checiasult

your nurse*If your patient is Afghan and does not understand what
@2dzOQNB a1 Ay3a (KSY nslaor. Boaukinchdfedly & S
document onthe patient due to a miscommunication.*

Neurovascular checks are usually needed for patients that have recently
had surgery and you need to assess their level of sensation, movement,
color, temp, pulses and cap refill in the affed limb(s). Verify with your
nurse what limb(s) are to be assessed. Tharbasc section is at the
bottom right of the pageand the assessment ranges are to the right of
the Neurovasc section. If you need help performing your chemhksult

your nurse.

*USE COMMON SENSE WHEN PERFORMING YOUR CHECKS. VERF
YOUR PATIENT NEEDS NEUROLOGICAL OR NERUOVASCULAR CHE

AND PERFORM THE CORRECT ASSESSMENT ON YOUR PATIENT
¢CKS AYyaARS LI 3Sa IINB GKS G§SOKYyAOA
gAilrta YR LYyQ&a FyR hdziQa LI 3S 6L
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Patient Care Daily Recdi@U Flowsheet)

Page 2
Vitals
Tempyres
e
Art B89
2 MAP
E Guff BP
VP
ICP/CPP . IcR/CPP
Resp [ ] Resp
SpoR, Spo2%
ETCO2 | ereoz
Mode Made
Fil2% : : | Fioas
VanifPtRt Vent/PLRt
PEER/PS ] | PEER/PS
v ) v

Most patients in the ICU willeed to have their vital signs checkedkey
hour. Vitals to be completed are temperature, heart rate, blood
pressure (cuff and aerial line if available), MAP (Mean Arterial
Pressure, this will be the number irapentheses after the BP), CVP
(Gentral VenousPressure, if required), ICP/CHRt(acranial
Pressure/Cerebral PerfusiomeBsure, if required), respiratory te

Sp02, ETCO2 (if required), respiratoyden (room air, nasal cannula,
SIMV, ACVC, etc.), FiO2 (10L, 50%, etc.), vent rate/pt rate (if vented),
PEEP/PS (PEEP/pressure supgorénted),and TV (tidal volume, if
vented).Refer to page 88 for ventilator settings.

Abnormal ranges for vitals are below, however, realize in thertf@dy
@A Gt &A 3 yEsuré yoiir urseé iS awarg thefiéstdime you
note the abnormalitals.

Temp> 101.5 Heart Rate <60/>12(
Resp <10/>25 SBP<90/>160
UOP <30ml/hr Sa02 <92%
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Tx/Labs

Tx/Labs

cBC
CHEM 20

B8LOOD
GLUCDSE

In this box technicians will documenthat labs are due under each
time. Inaddition, documenif the blood sugar is due and the results
from that blood sugar.

Drug Infusion
In the drug infusiorbox, drips will
be documented for any medicatior
that the nurse willhang
continuously You must add all
drips hanging into this section.
Common nedicationsthat will be
sea in the drips section include
Propofol, Vasopressin, Levophed,
Fentanyl, etc. In this sectipn
documentthe units/h, mcg/h etc.
This number is the smaller numbeil
on the IV pump. It is seen under
the rate.

@ carefusion MedSystem i

Czlculation

ar

HITRO |10:0 mez/m | 10.0 meg/m| 10.0 meg/m

Drug Infusion

Intake/Output
For documenting bth input and output document the total for that
hour over thecontinuoustotal for the day. The Daily Care Record hggi
at 0600 and covex24 hours. For example, if a patient has 100ml
running for maintenance fluid every hour since the beginmifithe
sheet, at 1000, it shoulgead 100/500.
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Intake

MHIVE 1007100 | 1007200 | 100/300
allVPB

-
£loraL/Tr
FLUSH
NITRO 3/3 3/6 3/9

The next column iof 1V/oral intake. MIVF is the first boxhig is the
maintenance fluid such as NS or LR. Be aware that this could change
basedoni KS R2O002NDNa 2NRSNHO®

The next box is IVPB, whiighthe piggyback medications. Any antibiotic,
potassium, magnesium or any other common replacements are
recorded under this section.

Following the IVPB box is Oral/TiFa patient is drinking fluidgircle

oral and document AFTER the drink is complete dfpitient is

receiving tube feeds, circle TF and document the rate. If a patient is
receiving tube feeds and is able to drink, circle one and add the other in
an open box under intake.

The next box iddsheswhichis used for tube feedsr meds througta
feeding tube Document the houit was flushed and how many sl
were flushed.

Meal % is a guess to the amount of food the patient ate if they are
eating regular foods.

In the empty boxes, you will add any drips previously listedhis
section you wl documentthe amount being infused. Fexample, Nitro
will run at 10 mcg/h and will be at a rate 8ml an hour.

TPN is the only IV intake that should be listed separately under the
intake, but will NOT be written under drips.

2 KSy @2dz2QNB Of SINAYy3I |y Lz LlzYyLk
primary and secondary setting to document everything that was
infused.Refer to page #3for how to clear pumps and how to set

pumps. Refer to page#35-36 for how to set up and cleakangaroo
pumps.
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Output

tout

Q‘ FOLEY 125/125 | 125/250

Ouf
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Outputs are left as empty boxeBocumentall outputs the patienmay
have(foley, urine, NG/OG to suction, chest tube, wound vac, JP drain,
EVD, etq. In the event your patient has a wound vac or NG to suction,
document only when you axh a solid number on the canister and use
a permanent marker to mark when you last accounted for tNist

doing so can affect your patie@ health or make then go through
unnecessary procedures due to inaccurate output charting.

Transcribingforthg SEG Rl & LQ& 9 h.

Chart change over happens at 0600 every day, which is where you start
a new sheet for your patients. This includes the first page being
transcribed on the new sheet, such as IV activity, the patients DX,
category and anew sticker. If gatient hasevery 6hourlabs, when

creating the new sheetabs should be written throughout theages in

the Tx/Labs section. Thisisuresno labs are missed and are completed
on time.

Central MonitorindICU)
The monitors usgat CJTH are the Philips Intellivue MP40. All monitors
have one brick, similar to the one shown. The red circle idpbeled
press will be pressire cordsithe brown temp will be fothe core temp;
the red circle laeled NBP is for blood pressuthe blue labeled SpO3
for pulse oxand the white labeled ECG/Residstelemetry
monitoring. Additional bricks may be required for more complicated
patients. If you need to add another brick or change the pressure
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monitoring from arterial line

to CVP or ge versait takes a
little bit of navigatingUse

your dial and go to the icon
circled belowClick the knob

to select. This will allow you to
activate the pressure cable

e connected or change it if it is
. ‘ set to anything other than
\is what you need. After tis, you

will need to zero the line.

Zeroing an Arterial Line

To zero an arterial linghe
first thing is to ensure the
transducer (generally on
the patieni® arm) is level
with the heart.Next,turn
the stop cock off to the
patient (down) and twist
off the cap. This igirned
off to the patiert (down)

to ensure the monitor is
being zeroed to
atmosphere. After the cap
is off, scroll over to zero
on the bottom of the monitor and atk zero After two beeps the

monitorK 2 dzf R al & a&f | aNex puSieR#p Backofi ¢ L a
and turn the stopcock to the side (should be facing the cap you
previously removed). After this is doneslaarpwave form should

appear on the monitor.
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Drains



Types oDrains
Being in the inpatient unityou will encainter several types of drains
with your patients This section will attempt to cover the most common
types of drainsas wdl as how to properly drain, changay, set upwhile
documenting the proper output.

JP Drains
The JacksoRratt Drain (JP Drain)ase of the more common drains
you wil see on the floor. It uses suction from the attached bulb to pull
fluid from the wound. When documenting the output for this drain
make sure you have a specific section labéHl2 y € 2 dzZNJ L Qa =
sheet. Before emptying the drain make sure you have a specimen cup
handy to accurately measure the amount of drainage in the bulb;
release the stopper on top of the bulb and place on the edge of the
specimen cup. Now squeeze the contemti® the cup and set aside. To
seal the bulbsqueeze as much air as
you can from he bulh and replace the St"Pl\'fr
stopper. Te bulb will not inflatebut s
instead start to fill with fluid again;
though depending on the amount of
drainage it maynot refill immediately.
Be careful not to pull too hard on the
bulb or tubing as it may not be sutured
in place andyoumay puIIit out of the
patient. Occasionallyt & (G NRA LILIA y _ :
line may be needed to ensure the line flows properly. To strlp the line,
take a lengh of tubing in your nosrdominate hand between your
pointer finger and thumtas close tdhe wound site as possible and
secure tightly. With your dominate hand, uae alcohol pado run the
pad down the line towards the bulb with a small amount of forcakil
sure that your nordominate hand is securing the line to the patient as
G2 y20 LdzZt AG 2dzi 27F (sebtoddiuchA Sy i
go into the bulb.The main purpose i® break up any clots that may be
forming in the line.If you need asistance with emptying or resealing
the bulb, consult your nurseMake sure to empty and record at the
same time as vital signs.
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Wound Vas
Wound Vacs are used fid in the healing process by thee of suction.
Suction pulls away excess fluids adlae helping new tissue form over
the wound, decreasing the amouat time needed for healing. The
primary wound vac at CJT$ilthedinfoV.A.GE which uses a large
canister on the side of the machine to collect excess fluid. When
measuring the outputmake sure you place the wound vac on a level
surface* Do not measure it any other wayf It is not on a flat and level
surface, donot try to line the fluid up with one of the lines on the side
of the canisterwhile holding the canisteras this willskew the output

Touch Screen

and give an incorrect readinyy Mark the levelwith either a permanent
YIEN] SNI 2NJ LIASOS 2F GF LIS rtz2y3a gAld
fluid stops.There will be black linesn the side of the canister with

numbers in increments qf n Yfo Assist you in determininte

amount ofoutput. Make sure to record and mark the container at the
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same time vital signs are completed in the columarkedfor the
wound vac (WV)

Basic TroubleshootingFIinfoVAC
When the wound vats experiening an errorit will beep and have a
pop up on the touch screen in a yellow boxief the most common
errors is dow battery. In the event your pump has a low battery, locate
a power cord and plug it into the charging power located on the back
sideof the pump to the bottom leftjf the touch screen is facing yoOn
the charging corgyouwill notice a small white arrowmake sure the
arrow is in the upward position when plugging it in the machine. If done
correctly, a light above the cord, on the machine, will ligitgreenor
yellow, and the screen will show a plug underneath the battisigw
the machine is charginéleep the wound vac plugged in whenever
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